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Introduction
The objective of the study is to identify patterns of utilization of formal and informal long term care (LTC) in European countries and discuss possible determinants of demand for (and choice of) different types of care. Specifically, the research attempts to measure the volume of different types of care in European countries and the conditions under which different types of care are obtained. The latter include demographic factors, especially population ageing, the population's health status and limitations caused by poor health, and social networking, which depends upon the availability of care and an individual's socio-economic situation. The analysis does not address the supply of care, understood as the availability of different institutional settings of care, nor it does not discuss legal regulations in different European countries. However, we approximate these determinants in a later stage of estimates and we keep these in mind when interpreting the results.
The analysis is provided across all European countries divided into four clusters as well as represented by four countries. The selection is a result of the cluster analysis performed in FP7 project entitled Assessing Needs of Care in European Nations (ANCIEN) 1 and represents the various models of provision and regulation of LTC that are identified in the countries of the European Union. The selected countries include Germany, the Netherlands, Spain and Poland. However, due to data constraints (described in more detail in Section 3 of the report), the analysis of formal care had to be supplemented by Italy, which represents the same cluster as Poland. In order to complement the analysis by the factors mentioned above (institutional differences between countries as well as legal regulations) not included in the SHARE data set, we provide the same kind of estimates for the whole sample controlling for country (or the cluster it belongs to).
The structure of the paper is the following. In the next section brief overview of the characteristics of countries covered by the analysis is provided. Section three describes data used, their limitations and simple descriptive statistics. Adopted methodology is presented in section four, whereas section five provides estimations results. Then concluding remarks follow.
Brief overview of the characteristics of countries covered by the analysis
The selection of countries representing different models of provision of LTC in Europe is a result of the cluster analysis based on the level of expenditure on LTC (including the level of private expenditure), the relative importance of informal vs. formal care, the support given to informal care providers, targeting, and the role of cash benefits (Willeme, Mot 2010) .
Among the selected countries, the Netherlands are characterized by a higher level of public then private spending. The Netherlands' LTC system is based on social insurance; however, domestic care services are funded from the general taxes. Additionally, there is an incomedependent co-payment for almost all types of services, including contribution to boarding costs in institutional care. The high level of public expenditure is related to the high levels of use of formal services, with a relatively high use of residential care when compared to other EU countries, especially those of Central and Eastern and Southern Europe (Mot 2010) . The governmental policy is aimed at shifting the balance from expensive institutional care to less expensive home care and support of informal care. The services available within home care include personal care and assistance, nursing, and treatment. Informal care is marginal in the Netherlands, despite its potential due to from high labour market flexibility. Still, the state is viewed as the main provider of care for the elderly. Overall, the Netherlands represent a Scandinavian model of provision of care, with a strong level of state responsibility and the expectation that formal public care will be provided to elderly citizens in need (Pommer et al. 2007 ).
In Germany, the LTC system is also a subsidiary one and is based on social insurance, which was introduced in 1994. However, the provision of services has a mixed public-private and formal-informal character. The level of public expenditure is lower than in the Netherlands and private expenditure on LTC services constitutes a substantial part of total funding. Similarly to the Netherlands, the German system uses co-payments, particularly for institutional care and to cover boarding costs. Individuals who are not able to cover the additional costs of care are eligible for means-tested social assistance that covers the costs of care. The latter is used mostly in residential care (Schulz 2010) . In addition to residential care, the services available include benefits in cash and in kind, personal care and assistance, day care and night care, and nursing. The government's policy is to support care provided in the home environment, as well as by informal care providers; thus some of the LTC policy instruments are targeted to these groups. The latter include social security benefits for informal care providers and benefits for care providers who take an LTC leave, training courses and counseling. Indeed, informal care constitutes an important part of the system, however it is provided mostly to dependent individuals under 80 years of age who are not single, as most of the care is provided by a spouse. At the same time, the proportion of elderly individuals with impairments in need of formal care has been increasing over the last decade (Schulz 2010) . In the classification of countries, Germany is viewed as a continental country with mixed responsibilities for the care of elderly in need (Pommer et al. 2007 ). Some responsibilities are given to the nuclear family and supported with public means. There is a high accessibility of public services by individuals with more severe impairments.
Contrary to the Netherlands and Germany, the provision of LTC has been viewed solely as a family task in Spain (Gutierrez et al 2010) , which is typical in Mediterranean countries, where the extended family traditionally plays an important caretaking role (Pommer et al. 2007 ).
Only in 2006 was a new legal regulation introduced defining the LTC pillar of the welfare system. The regulation shifted some of the responsibilities for elderly individuals with health impairments to the state. The law introduced public provision of residential care, day care, as well as home care services such as home help and personal care. Similarly to Germany, the state supports informal care by offering its main instrument of financial support to informal care providers. Despite the efforts to introduce various institutional instruments of care provision, the size of the informal care sector is still large as it is estimated that 70% of the elderly with a dependency receive solely informal care (Gutierrez et al 2010) .
While these three countries fall under the earlier classifications that distinguished various models of LTC (Pommer et al 2007) , the research in Workpackage 1 allowed us to identify a fourth cluster of countries characterized by a high level of family responsibility and a low level of public provision of care and high private expenditure, accompanied by a high level of decentralization and a disintegration of public care (Willeme, Mot 2010) . Poland and Italy are two countries that are representative of this group of countries. In Poland, informal care is the dominant source of care for the elderly in need (Golinowska 2010) . In contrast to other countries included in the analysis, the LTC system in Poland is not comprehensively covered by a specific legal regulation, as services are dispersed between the health care system and the social assistance system, with the availability of services dependent upon a means-test.
This makes it difficult to estimate total public expenditures on LTC, although they are thought to be are among the lowest in the EU. The formal LTC services include residential care provided in LTC nursing homes and social welfare homes as well as home nursing care and home care services. Again, the boarding services in residential care are covered from an individual co-payment. However, the basic source of funds for LTC services are health insurance and tax-based resources. Although the main responsibility for care provision is within the family, the state does not support informal care providers as there are no cash benefits to the dependent nor benefits supporting the informal care givers.
Since an analysis of formal care utilization was not possible for Poland, the research was supplemented with information on LTC in Italy, as its LTC system has many similarities to the Polish one. Formal care is fragmented between the health care system, which is responsible for residential care, and social services, and a means-test is used as a criterion of access to home care services (Tediosi, Gabriele 2010) . The funding of the LTC services is tax-based and free of charge within the health care system. A co-payment is acceptable only for home services. Overall, a large proportion of care is still provided within the family, although informal care givers are not supported. Additionally, a large part of the sector is private, with the costs of services paid out of pocket. The traditional differentiation of Italy between its Northern and Southern regions is also reflected in the organization of LTC, with the Northern regions more oriented towards public provision of care while in the Southern regions, the burden of care rests mostly with families.
Data used and data constraints
The estimations of the probability of obtaining formal care in the selected European countries are based on the Survey of Health, Ageing and Retirement in Europe (SHARE) 2 data, wave 2, for 2006. To our knowledge, these are the only data covering a range of European countries with comparable information on the receipt and provision of LTC, both formal and informal, among the most vulnerable population, which are the elderly. Still, there are many drawbacks of the data, some due to the construction of the survey, some due to mistakes in the coding of some variables. Most of the information on the provision of formal care is limited to formal care provided in the home environment and covers it formal institutional care in a very restrictive manner. This is due to the fact that the survey was targeted at individuals living in households. Individuals were mainly questioned in their homes and they were surveyed in the institutions only if a person had already been in the sample in the previous wave and had moved to the nursing institution. Thus, individuals who use some institutional care services, including staying overnight in a nursing home during the 12 months preceding the survey, but do not stay in institutions on daily basis, are included in the survey.
Consequently, one has to keep in mind that the analyses of formal care mainly concern home-based care. The problem is further reflected in paragraph 5.1, in which the ways of obtaining different types of formal care are presented.
The selection of countries was determined by the cluster analysis briefly presented in the previous paragraph. Italy was chosen as an alternative to Poland for the analysis of determinants for receiving formal care. The latter is due to the fact that the SHARE data includes a mistake in the data codes for formal care in Poland. For the question about obtaining nursing care, 99.9% of all answers were recorded as "no" and only one answer was recorded as "I don't know". In the case of the question concerning obtaining formal home care, all questions were recorded as "I don't know". As a result, no reliable information on obtaining formal care in Poland is available.
According to the classification of the countries presented in Workpackage 1 of the ANCIEN project, we have defined four clusters. However, due to the fact that not all countries necessary for our analysis are covered by SHARE data, Cluster 4 is represented by only one country which slightly limits the estimates, especially of the provision of formal LTC. The issue is further explained in paragraph 5.1
Sample characteristics
The survey is based on a sample of elderly people aged 50 and over who provided all of the necessary information relevant for the scope of our analysis. The share of the countries' subpopulation aged 50 and over in the sample is presented in Table 1 . 
The model
To estimate the probability of obtaining long-term care by individuals, a simple logit model was applied:
xn includes all independent variables that theoretically influence the probability of obtaining LTC. β is a vector of coefficients representing the effect of the various characteristics on the probability of obtaining LTC and n ε is a disturbance term representing other forces which may not be explicitly measured.
The choice of explanatory variables that are potential determinants of the receipt of different types of LTC is based on the rich literature on the topic, an extensive description of which can be found in Norton (2000) , but also in other research on the determinants of the utilization of LTC (Litwin, Attias-Donfut 2008) and the provision of hours of care (JimenezMartin, Prieto 2009). For our estimates, we chose only those variables that were statistically significant for at least one country/cluster taken into the analysis. Consequently, the following factors were used in order to account for the most important determinants of LTC demand: demographic characteristics (gender, age, level of education); family situation (living with a partner, living with at least one child), health status (limitations in daily activities), and financial factors (reported income). Several other determinants found to be significant in the literature were also considered in the estimates. They include demographic characteristics:
age and education of a partner, number of children, their gender, occupation, place of living; health conditions: health-status in the past, type of limitations; employment and income: current job situation, type of income of the household; living conditions: area of living, number of rooms in the home, access to public goods and services; well-being: feeling lonely, happy, satisfaction from life. In our estimates, all these variables were statistically insignificant for all countries and consequently excluded from the analysis.
In order to provide representative descriptive statistics, calibrated cross-sectional weights on the main sample of respondents and non-respondents were used. According to the SHARE guide, calibrated weights compensate for problems of unit non-response and sample attrition. They are computed at the household and the individual level for respondents and non-responding partners.
Determinants of the receipt of long-term care
The analysis of obtaining long-term care covers any type of care provided on a regular basis.
This includes publicly provided formal care (home based and nursing), care funded from private resources, and informal care. Naturally, respondents can take up different types of care simultaneously. According to the data, in every country analyzed, the highest share of respondents obtain only informal care, provided within the family by friends or neighbors.
This might be partly attributable to the definition of informal care (which is provided in more detail paragraph 5.2) which is quite broad, and includes assistance provided from outside the household that is received regularly, but not on a daily basis. The highest share of the population receiving formal care is observed in the Netherlands, followed by Spain, Italy and Germany. In the Netherlands, the fraction of the population receiving a combination of informal and formal care is the highest. However, the cluster analysis shows that the volume of formal care is also large in the 3 rd cluster consisting of Austria, France and Spain. Overall, the highest volume of care is in Germany and its respective cluster, followed by the Netherlands and cluster 2. In clusters 3 and 4 and their representative countries, the volume of care is reported to be lower.
Formal care Sample characteristics
Here we analyze the factors that influence people's use of formal LTC. Formal care within this data set is defined in the same way for all countries according to the questionnaire, which guarantees the comparability of the results between countries. It includes publicly provided formal care as well as formal care that is paid for out-of-pocket. Formal public care
consists of spending the night in a nursing home (question hc029_) and home care received in one's own place of living, such as nursing or personal help, domestic help, and meals-onwheels (variables hc032d1, hc032d2 and hc032d3). The following types of formal care
received from private providers were also included in the analysis: care in a nursing home, home-based care and paid domestic help (questions hc039d9, hc039d10, hc039d11) Before commencing estimations, simple descriptive statistics are provided. Overall, the highest volume of provision of formal care is observed in the Netherlands, followed by Germany, Spain and Italy. The highest provision of formal LTC is observed in Cluster 3, followed by Cluster 2, Cluster 1 and Cluster 4. Such a situation might be due to the fact that Cluster 3 includes countries that are not uniform, like Spain and Austria which have a relatively low probability of obtaining formal LTC (4-6%) and France, where the provision of formal LTC is comparable to the level of the Netherlands (about 16%). When we break down the total provision of formal care into the provision of home based care, institutional care, and 100% G e r m a n y N e t h e r l a n d s S p a i n I t a l y C l u s t e r 1 C l u s t e r 2 C l u s t e r 3 C l u s t e r 4 As expected, the use of formal care increases with age in all countries, due to the fact that the health status of older people is worse and they need more public help (Graph 6). The
Netherlands is the country where the highest proportion of people obtain formal care in all age groups. The reason might be that the public sector has primary responsibility for persons in need of care and the provision of LTC is the most developed. In Mediterranean countries, such as Spain and Italy, public services are very restricted and are probably only available for individuals lacking informal recourses (Pommer et all. 2007 ). Consequently, the provision of formal LTC in all age groups is the lowest in this country. The same reasoning accounts for the comparison of differences between all clusters. In countries where the provision of formal LTC is more developed (Cluster 1 and Cluster 2), its provision is slightly higher in all age groups than in other Clusters. 
Estimation results
The results of the analyses of the main factors determining the likelihood of receiving formal care are described below. First, the probability of obtaining formal LTC in each representative country is provided in order to compare differences in the deterministic characteristics among them. Second, in order to take into account the differences in institutional settings and legal regulations between countries, the estimations are provided on the pooled sample as well as on the sample created by four representative countries:
Germany, the Netherlands, Spain and Italy. Controlling for country/cluster is expected to take into account all possible factors that are not present in the SHARE database, but are significant for the sake of consistency in estimates.
In order to analyze the impact of personal, financial and household characteristics on the probability of receiving formal care within representative countries, a multivariate analysis is provided separately for each country (Table 3) . Being a man decreases the probability of obtaining formal LTC. In general, women tend to outlive their partners and at older ages they are more likely to have limitations in activities of daily living. Consequently, women are typically more likely to obtain formal LTC. This variable is insignificant in Spain, probably due to the fact that lower access to LTC makes it more difficult to receive formal LTC regardless of gender. As expected, age is significant and positively correlated with the demand for formal LTC as this personal characteristic is negatively related to health status. The poor health status of a person expressed by ADL and IADL limitations has a positive impact on the receipt of formal LTC in all countries. This phenomenon can also be related to the fact that the provision of benefits depends mainly on IADL limitations in these systems. Elderly people are less likely to obtain formal LTC when they live with someone else in the same household (partner or a child) in the Netherlands. In this country, the public sector does not have a legal duty to provide care when a partner of a person in need is available. Living with a partner decreases the chances of receiving formal care, whereas living with a child is statistically insignificant in Germany. In continental countries, like Germany, the family is identified as the primary care unit and consequently, living with a partner decreases the probability of obtaining formal care. In Spain and Italy, despite the fact that the family has a legal duty to support its relatives (Pommer et al. 2007 ), these variables are mainly statistically insignificant. This might be caused by the relatively restricted and disorganized provision of formal LTC (Tediosi et al, 2010) .
The financial determinants of formal LTC demand are statistically insignificant for all countries. The lack of significance might be caused by the fact that the provision of benefits depends mainly on the level of dependency of an individual in all countries analyzed and much less (or even not at all) on the family income. After controlling for all significant variables in the process of receiving formal LTC, the differences between clusters are taken into consideration in Model 1. As expected, there is not much difference in the probability of provision of formal LTC between Cluster 1 and Cluster 2. Citizens of countries included in Cluster 3 have higher chances of receiving formal LTC. This situation could be explained by the fact that this cluster is not uniform. While the probability is lower in Spain and Austria, it is much higher in France. Model 2 analyzes the differences that exist between representative countries. Here, the results are in accordance with expectations. After controlling for all personal characteristics, people are less likely to obtain formal LTC in Germany, Spain and Italy when compared with the Netherlands. The results confirm that significant characteristics influencing the provision of LTC are national regulations with regard to the LTC system.
In conclusion, according to SHARE data in all European countries in the analysis, formal care is mainly provided within home-based situations. However, one has to bear in mind that these data do not cover institutional care in a fully representative manner, so this result has to be interpreted with caution. The distribution of the provision of formal LTC differs across countries. It is the highest in Netherlands (and the corresponding Cluster 2). It is also high in the case of Germany (Cluster 1) and it is the lowest in the cases of Spain and Italy. The provision of formal LTC is positively related to age of a person and his or her health status (represented by basic ADLs and IADLs).
The logit estimations of the determinants of the provision of formal LTC within countries have revealed some interesting conclusions. Factors that are statistically significant and influence the probability of obtaining formal LTC are mainly related to the legal regulations enforced in countries with relatively better developed LTC systems, while they are mainly statistically insignificant in countries with relatively less advanced LTC systems. Moreover, in these countries, the provision of formal care is mainly restricted to the elderly that are most in need (i.e. older with more health problems).
The analysis provided on the pooled samples has provided some additional results. After controlling for country/cluster in both models, the probability of obtaining formal LTC increases with age, worse health status (with ADLs and well as IADLs), and years of education. Family structure, namely, living with at least one family member, decreases the chances of the receipt of formal LTC, whereas the financial situation of an individual is statistically insignificant. There are significant differences between countries. In countries with a relatively high accessibility to LTC, better quality assurance, and clearer legal rules (Cluster 1, represented by the Netherlands and Cluster 2 with Germany), the probability of receiving formal LTC is the highest. It decreases for Mediterranean countries like Italy and Spain, which have less advanced LTC systems.
Informal care Sample characteristics
In this section we analyze the factors that influence people's use of informal services, using a similar methodology to the one that was adopted for the analysis of formal care utilization. Corresponding to the findings above on the volume and type of informal care, differences can also be observed from the side of care providers. These differences provide more insight into the types of social networks in countries included in the analysis and present differences between traditions and responsibilities with respect to the provision of care. In the Netherlands and Germany, social ties within the family are less strong than in Spain and Poland. While care from outside the household is provided mainly by children, friends, neighbours and other acquaintances in the Netherlands and Germany, it is provided mainly by children and the extended family in Spain and Poland. Similarly, care from household members is received mostly from members of the nuclear family that live with the elderly person in the Netherlands and Germany (spouse or a child), while in Spain and Poland, the extended family plays a greater role. As a result, two different models of provision of care can be distinguished: in the Netherlands and Germany, the nuclear family and networks outside the family, including the local society are the main care providers. In fact, in the Netherlands the networks of available care are the most extended, covering not only colleagues and friends but frequently also other acquaintances. In Spain and even more so in Italy and Poland, the function of care provision is fully provided by the extended family, including siblings, grandchildren or children in law.
Comparison 1. Social networks and provision of care
Care from outside the household
Personal care from the household members
• In the Netherlands and Germany, care is provided by the spouse and children. • In the Netherlands and Germany, care is provided mostly by children, friends, neighbours and acquaintances (NL)
• In Spain, care is provided by the spouse, children, or other relatives
• In Spain and Poland, care is provided mostly by children, then by other relatives or children in law (PL) and neighbours.
• In Poland and Italy, care is given by the spouse, siblings, children, grandchildren or children in law 
Estimation results
Following a broad, descriptive analysis of the receipt of informal care, the logit model allows us to examine the determinants of obtaining informal care of any type, either from family members or colleagues not living together or from family members sharing the household with (Table 5) elderly people. Firstly, models concentrating on the analysis of the probability of obtaining different types of informal care and determinants in each of the selected countries are discussed. Secondly, pooled models that allow for classification of countries and clusters depending on the type of informal care are shown. Source: Own calculations based on SHARE, 2006 data. Note: Standard errors in parentheses. *** -significant at=<1%, ** -significant at =<5%, * -significant at 10%, blank -statistically insignificant.
The estimated probability of receiving any type of informal care responds to the actual frequency of obtaining informal care presented in Graph 8, with the highest frequency and probability of obtaining care being in Germany and the lowest in Spain. The category of informal care is, however, very broad, covering regular care received from different parties not living together and personal care from family members living in the same household. In these two cases, not only the type of care is different, but also, the reasons for taking up care might vary. Thus a more in-depth analysis of taking up different types of care is presented further. Table 6 shows that the probability of obtaining care solely from outside the household is the highest in Germany and the Netherlands and the lowest in Spain. Where solely personal care from family members living together is concerned, the results are the opposite, with the highest probability of receiving care in Spain and Italy and the lowest in Germany and the Netherlands. The estimate of the probability of obtaining personal care in Poland is less specific due to the fact that personal care provided by household members is very often combined with care from outside the household. Moreover, this combination of different types of care is not taken into account in the estimates presented. As a result, the estimates of the probability of receiving care from family members living together seem to be too low when compared to the total observed volume of informal care.
While the observed and predicted volume of care varies between countries, the picture of determinants of care does not indicate clear differences between them.
The gender of the recipient of informal care is found to be significantly correlated to receiving care in Germany, Spain, Italy and Poland. But the study shows that women have a higher probability of receiving informal care from outside the household than men, while men tend to have a higher probability of obtaining care from family members who live with them (in Germany and Italy). It seems that women are more independent in self care, often needing some form of regular assistance but not personal care. On the other hand, in Germany and especially in Italy, men need personal care provided by a spouse or family member living with them more often than women. This coefficient is negatively related to receiving informal care in the Netherlands and in Poland.
In most of the countries, age and physical limitations determine the need for care. In
Germany and Italy, the probability of obtaining informal care from outside the household is cleaning) or in outside activities (i.e. shopping), then they obtain care from family members, colleagues or friends not living together; on the other hand, when the elderly become dependent in performing daily tasks and need personal care, they obtain assistance from family members who live with them.
Another group of possible correlates examined are variables describing social networks.
These are co-residence with a spouse and/or children. Living with a spouse significantly decreases the probability of receiving informal care from outside the household. Similarly, living with a child is negatively correlated to obtaining care from outside the household in Spain, Italy and Poland. This indicates that especially in clusters characterized by a high level of provision of informal care, the closest family takes the responsibility for the person in need whenever possible. The finding is further confirmed for Poland and Italy by the higher probability of personal care in households where spouses and/or at least one child live together with the person needing assistance.
Variables representing the economic status of an individual include years of education and income. In Germany, the Netherlands, and Italy, more years of education were found to be significantly correlated to obtaining informal care from outside the household. At the same time, in Spain and Poland, the higher educated have lower chances of obtaining care from family members. This may be due to the fact that education and social position are often correlated, so the highly educated are more likely to have well-educated children living on their own, while the poorly educated are more likely to have children with lower levels of education who in some cases cannot afford to live independently and with time become family care-takers for elderly parents in need. This is a hypothesis that would need further research as the relation between level of education and receiving care is not very strong.
The least conclusive is the correlation between income level and receiving care that is found to be significant in several cases. A lower income level increases the probability of obtaining informal care from outside the household in Germany and the Netherlands. It decreases the likelihood of receiving informal personal care in Germany. Source: Own calculations based on SHARE, 2006 data. Note: Standard errors in parentheses. *** -significant at=<1%, ** -significant at =<5%, * -significant at 10%, blank -statistically insignificant.
Distinguishing different types of care allows for clearer conclusions. First of all, a picture of the main determinants of informal care described above is confirmed. Secondly, a classification of countries and clusters is possible.
The probability of obtaining informal care from outside the household is higher in Germany than in the Netherlands, but lower in Spain, while for Italy the result is not significant. When clusters are considered, the difference between cluster 1 and cluster 2 is not significant. Whereas the probability of receiving care from outside the household is significant and lower in cluster 3 and 4.
At the same time, the probability of obtaining informal personal care from co-habiting family members together is higher in Germany (in Model I the result for Germany is not significant), Spain and Poland/Italy than in the Netherlands. Similarly, the elderly in clusters 1, 3 and 4 have a higher probability of receiving personal care within the household than in cluster 2. These results are consistent with the results of a similar analysis presented in the chapter devoted to the analysis of determinants of the provision of care. To sum up, when the receipt of informal care in European countries is considered, it is important look at what type of care is taken into account. Simply saying informal LTC is rare in Scandinavian and even Continental countries such as the Netherlands and Germany is untrue in the light of the presented research. In reality, care is regularly provided, but often not from family members living with the elderly person and or even from people within the family but from broader social networks. This situation is more common in these countries than in Southern or Eastern countries. On the other hand, in the latter two groups of countries, care provided within the household and with the family bearing the primary responsibility is much more common. The results of both types of analysis, the probability of receipt of care in selected countries and cluster classification, confirm this picture.
Determinants of care do not vary widely between countries and clusters. Firstly, informal care is provided to the "older among the elderly". This holds for Germany, Italy, Spain, and Poland and is clearly shown in pooled models for countries and clusters. Secondly, the level of physical limitations in taking care of oneself is very important. But there is a significant variation: care from outside the household is provided mainly to individuals who have some limitations in instrumental activities of daily living, such as shopping, using technology, cooking or being involved in another type of household activity. Whenever limitations are more severe, then care within the family living together is needed and provided, despite the countries' tradition or cluster in which the country is located. The third important group of determinants is related to family settings. When care is available from a spouse or children living together with the elderly person, then obviously informal LTC provided within the household is more common.
Conclusions
The analysis indicates substantial differences in obtaining long-term care across European countries depending on the tradition and social protection model that determine the availability of institutional care and provision of informal care. The provision of different types of long-term care is clearly related to the level of development of the LTC system in a specific country.
The analysis on the pooled sample indicates that in the Nordic-type countries with high levels of state responsibility and a high provision of institutional care, informal care is of less importance and -if received -it is mostly care provided from outside the family, from people who do live with the elderly person due to the more extended social networks in which individuals live. In the Netherlands, which represent a cluster of Scandinavian countries, formal care is a basic type of care provided according to need, while informal care is seen as supplemental. The SHARE data show the special importance of home care, which is dominant, however, information on residential care is incomplete in the questionnaire, thus comparisons between the level and determinants of utilization of residential and home-based care are impossible.
Countries of continental Europe, represented in this study by Germany, are less unified, with a high share of people using formal care settings, but also combining formal and informal care. This is most likely due to an attempt to support informal care provision with policy measures, targeting some of the LTC benefits to recipients of informal care. Similarly to the Netherlands, the receipt of less substantial types of informal care provided from outside the household is high. Thus also here, elderly individuals with high needs are more likely to turn to formal providers for help.
In Spain, the provision of formal care is lower than in countries representing the first and the second cluster and informal care plays a much greater role. First of all, the primary responsibility for the provision of care lies within the family. This is exemplified in the results of the analysis which show that the extended family provides personal care on a daily basis to elderly family members in need who often live together with them much more frequently than in other countries. In fact, in the Netherlands this type of care is marginal. Formal care is less available, thus taking up this type of care is also less probable, though in light of the SHARE data, the use of home-based care is still substantial in Spain.
In countries representing the fourth cluster, the results are less conclusive because of data constraints and the need to combine information from different countries in order to get a common picture. However, the important fact is that public formal care is less available in these countries and the provision of daily, personal care for the elderly in need is relatively high. In Italy, due to poor access to public formal care, private care is often used.
Whilst differences in levels of receiving different types of care are quite substantial between clusters, differences in determinants of obtaining different types of care, although observable, are less sound. Regardless of the country, the provision of informal care is determined mostly by limitations and inabilities. Thus it is not ageing but health status that is the deciding factor when considering the demand for informal care and the type of health limitations.
Obviously, the demand is higher in more traditional countries with poorer formal LTC settings, represented in this study by Spain and Poland. Simultaneously, the provision of formal LTC in all countries depends mostly on age and health status. The probability of obtaining formal care due to limitations and older age is the highest in countries with easier access to care, such as the Netherlands and Germany. Naturally, the level of impairment is important as access to formal care is subjected to the evaluation of an individual's selfsufficiency in all of the countries. The financial situation of the household is of less significance in all of the countries.
In conclusion, the volume of care and the impact of demographic and household characteristics on the provision on formal vs. informal LTC differs among countries. The elderly in need with weaker disabilities have higher chances of obtaining formal LTC in countries with better developed and organized LTC systems (first and second cluster). The lower the accessibility of formal LTC within the country/cluster (third and fourth cluster), the "younger elderly" with basic limitations have lower chances of obtaining LTC. Also, the provision of informal personal care is higher, determined mostly not by age but by the level of individual insufficiency and inability to live independently.
The presented results are in accordance with the typology of countries developed in Workpackage 1 of this project. They also represent a comprehensive starting point for deeper estimations provided in the other tasks of Workpackage 3.
